MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH EB63-029976
DEPARTMENT OF PUBLIC HEALTH AND WEL

STATE FILE NUM
Registration District No. _____31.8__.__Prlmary Registration Dmr|c|lQ_Q..-_-H..___Regi|har ‘s Na., ___.71_39_ BER

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. |f institution: Residence befare
a. COUNTY a. STATE V11, b SoUNY  Cheigt | anpdmission
b. C(.I)'LY (If ourside corporate limits, give TOWNSHIP only) Length of tray in Th ¢, CITY lnside Limits
. OR T
TOWN i : TOWN aylorville
Sf. LOUIS'. MO. Ye-[ﬁ No {J
. FULL NAME gF {¥f NOT In hospital, give location) I'h\tide Limit o, STREEY {if curside, give lotation) Reside on Farm

DO NOT WRITE
ON THIS 5TUB AMENDED

V$ 300
Rev. 4/59

HOSPITAL O ADDRESS

nstutioN - Firmin Desloge Hosp jfifa P NO . 700 E. Oak Yes [ No X

3. NAME OF DECEASED Firy Middle Last 4, DAJE Month Day Yaor
(Type or print) OF

Eva Green DEATH vly 8, 19
5. SEX & COLOR OR RACE 7. Married Never Married [ |8. DATE OF BIRTH | 9- AGE [last binthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

R widowed Divorced [ Months | Days Howrs Min.

Female White 12/20/1908 54
10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stats or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, aven if retired)

Housewife Tavlorvil|!l 111 .S 2
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE

John lewrance Ruth Atkinson Edqar
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address

(Yes, no, nknown) | {If yes, giye war or dates of servi
No o [P Edgar Green, 700
18. CAUSE OF DEATH (Enter only one cause per llrle lqr {a), (b}, and {c}. g INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) ‘ ng Eﬂ ‘ﬂogd‘ [ ny?.

Conditions, if any, DUE 1O (b)-_fd'gly_reﬂff OB SFRYyerY & ..
ulr:h‘lch gave rl'le( r;n 7 L4
above cause (a),

iing the wrdet | pprow_oeck s SARCO o rrs T

PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminesl PART IIl. If deceasad ws female wam
dissase condition given in FART | (a} thars a pregnancy in last 90 days.

— ]39-0 l 0O Yes I XNo l [J Unknown

19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE HOMEI]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART | or PART 11 of item 18.)
O 0

DATE AMENDED

DOCUMENT

20c. TIME OF Houwr Month, Day, Year
INJURY a.m.
P

20d. INJURY OCCURRED 20e. PLACE OF INJURY {o.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION

WHILE AT WORK [T farm, factory, street, office bidg., et}
NOT WHILE AT WORK [] .

21. | attended the deceased from_m 4 Pr b PMLE_MM last saw ::;alive ol [d [~ \?

Desth occurred at. -'5-0 A. 4" on the date atated sbove, and to the bast of my knowledge, from the couses stated.

22a. SIGNATURE (Degree ar title) 22, ADDRESS 22c. DATE SIGNED
mw S 6I3¥Y N G RAxS Joo. 27963

Ja. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) {Srate}
REMOVAL (Specify) . .
Semoval | 7-11-63 Oakhill Cemetery Taylorvilie, 111,

24. FUNERAL DIRECTOR ADDRESS 25, DATJU‘[D. LOCW 4. RE AR'S BIGNA
Seidel Funeral Home, 327 N, Clayl Tavlorville, I Arf 4;:;“’2:{ ”9'

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

! | hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

-

Student Embalmer No.

Signed /’!// /€/‘-——-a’-0(-f" &

Licensed Embalmer No. é /f? ?
P, 0. Address_>. 27 /l/%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITINWIV

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
- . If this body is no} embalmed, fact should be so stated above.
v L) .

or by
Py
working under my personal supervision.

Student.

Signature of Student Embalmer

w7




